
INTRODUCTION

Endoscopic retrograde cholangiopancreatography (ERCP) is 
commonly performed to diagnose and treat hepato-pancreato-
biliary diseases. But it has a higher potential for procedure-relat-
ed complications compared to other endoscopic procedures in 
the upper gastrointestinal tract (1). Even in the best hands, seri-
ous complications from therapeutic ERCP occur in 2.5–8% of 
cases, with mortality ranging from 0.5–1.1% (2). Guidewire 
cannulation is widely used for bile duct cannulation during 
ERCP. Although complications of ERCP due to guidewire-relat-
ed injury are rare and can be managed conservatively, they can 
be life-threatening (3). We report on a case of massive hemobilia 
due to hepatic arteriobiliary fistula caused by guidewire-associ-

ated injury during ERCP that was successfully treated with he-
patic arterial embolization. To the best of our knowledge, this is 
the first report of a hepatic arteriobiliary fistula caused by guide-
wire-associated injury during ERCP.

CASE REPORT

A 67-year-old woman presented with acute upper abdominal 
pain, nausea, and vomiting. She denied any fever, chills, recent 
gastrointestinal bleeding, or taking anticoagulant medication. 
Biochemistry tests revealed cholestatic liver function and pan-
creatitis. Laboratory tests data were as follows: total bilirubin, 3.0 
mg/dL (0.1–1.2 mg/dL); direct bilirubin, 2.1 mg/dL (0.1–0.4 
mg/dL); aspartate aminotransferase, 360 U/L (15–40 U/L); ala-
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Although endoscopic retrograde cholangiopancreatography (ERCP) is an effective 
modality for diagnosis and treatment of biliary and pancreatic diseases, the risk   
for procedure-related complications is high. Hemorrhage is one of major complica-
tions of ERCP. Most ERCP-associated bleeding is primarily a complication related to 
sphincterotomy rather than diagnostic ERCP. We are reporting a case of massive 
hemobilia due to hepatic arteriobiliary fistula caused by guidewire-associated injury 
during ERCP, which was successfully treated with transarterial embolization of the 
hepatic artery.
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denly complained of sharp upper abdominal pain and was ex-
tremely irritability during ERCP. Duodenoscopy revealed fresh 
blood gushing from the papilla. The patient was immediately 
moved to the angiographic suites for an angiography. Hepatic 
arteriography revealed active contrast extravasation into the bile 
duct from the anterior superior branch of the right hepatic ar-
tery (Fig. 1). Fluoroscopy following arteriography showed irreg-
ular, cast-like filling defects that occupied the majority of the 
bile duct (Fig. 2). Subsequently, selective coil embolization of the 
hepatic artery branch was successfully performed (Fig. 3). Per-
cutaneous transhepatic biliary drainage (PTBD) was performed 
simultaneously. Although the patient remained hemodynami-
cally stable, follow-up laboratory tests on the same day revealed 

nine aminotransferase, 314 U/L (0–40 U/L); alkaline phospha-
tase, 315 U/L (25–100 U/L); γ-glutamyltransferase, 182 U/L (0–
50 U/L); amylase, 529 U/L (20–104 U/L); and lipase, 1723 U/L 
(5.6–51.3 U/L). Coagulation was within normal limits. Abdomi-
nal computed tomography (CT) revealed diffuse dilatation of 
the common bile duct with left intrahepatic duct stones and a 
normal pancreatic appearance. 

The next day, she underwent ERCP under a diagnosis of cho-
ledocholithiasis with biliary pancreatitis. Duodenoscopy re-
vealed no mass in the ampulla of Vater and confirmed that there 
was no bleeding from the papilla. To cannulate the bile duct, a 
0.025-inch guidewire was advanced during the sphincterotomy 
under endoscopic and fluoroscopic guidance. The patient sud-

Fig. 1. Selective hepatic arteriography showed an arteriobiliary fistula 
(arrow) with active contrast extravasation into the bile duct (arrow-
heads).

Fig. 3. Common hepatic arteriography after selective coil emboliza-
tion showed coils (arrow) that were placed at the hepatic artery branch 
and no longer contrast extravasation.

Fig. 2. Fluoroscopy following hepatic arteriography revealed irregular 
cast-like filling defects (arrows) in the bile duct due to massive hemo-
bilia.

Fig. 4. Coronal reformatted contrast-enhanced CT scan demonstrated 
no evidence of subcapsular hepatic hematoma or perihepatic free air, 
suggesting liver perforation.
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py, or hepatobiliary surgery (9). The possible explanation for an 
arteriobiliary fistula include direct injury to the arteries of the 
bile duct, tumor necrosis, mycotic pseudoaneurysm of hepatic 
artery, and endothelial toxicity due to chemotherapeutic medi-
cation. In the present case, the hepatic arteriobiliary fistula re-
sulted from a direct injury to the hepatic artery, which led to 
massive hemobilia requiring urgent treatment. 

Although complications of ERCP that are caused by guide-
wire-related injury are rare and can be managed conservatively, 
they may be life-threatening and require arteriographic emboli-
zation or surgery. In the literature, subcapsular hematomas that 
have been the most commonly reported guidewire-associated 
complication of ERCP, which usually developed a few hours af-
ter ERCP and was successfully managed conservatively or by a 
simple drainage procedure (4). Massive hemobilia from hepatic 
arteriobiliary fistula should be considered a serious complica-
tion that requires more aggressive and urgent therapeutic inter-
ventions. Transcatheter arterial embolization is a safe and effec-
tive life-saving treatment for massive hemobilia and should be 
considered a first-line therapy (10). The primary goal of therapy 
is to decrease pulsatile blood pressure distal to the artificial oc-
clusion. The risk of hepatic necrosis is minimal with superselec-
tive embolization. In the present case, selective angiography of 
the hepatic arteries was performed immediately after ERCP and 
selective coil embolization of the hepatic artery was successfully 
performed.

In conclusion, massive hemobilia in the present case was most 
likely due to an arteriobiliary fistula caused by a guidewire-related 
injury during ERCP and was successfully treated with selective 
coil embolization of the hepatic artery. A hepatic arteriobiliary fis-
tula caused by guidewire-associated injury during ERCP is an ex-
tremely rare complication, but should be part of the differential 
diagnosis when there is bleeding at the site of a sphincterotomy. 
More attention should be paid to the possibility of guidewire-re-
lated complications, and if an arteriobiliary fistula is suspected, 
immediate hepatic angiography is required to detect and even-
tually embolize the damaged artery.
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내시경적 역행성 담췌관 조영술은 담췌관 질환의 진단 및 치료에 효과적인 검사법이다. 하지만 시술 관련 합병증의 발생 

가능성이 있으며, 출혈은 이러한 합병증 중 하나이다. 대개 내시경적 역행성 담췌관 조영술 관련 출혈은 팽대부 괄약근 절

개술에 의해 발생한다. 저자들은 내시경적 역행성 담췌관 조영술 도중 발생한 간동맥-담도 누공에 의해 대량 혈담즙증이 

생긴 환자에서 선택적 간동맥 색전술을 통해 성공적으로 치료한 증례를 보고하고자 한다.
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